The anatomic proximity of several neurovascular structures remains a major concern to the surgeon interested in performing arthroscopic capsular release. We evaluated the anatomic relationships be- tween failed. 6,10-12,17 Arthroscopic intervention in the treatment of the primary frozen shoulder or the secondary stiff and painful shoulder has recently been popularized. ', 6,7,15,17,18,23,24 It is thought that both the functional and economic loss associated with a long nonoperative rehabilitation course can be greatly reduced by a minimally invasive arthroscopic capsular release. 1,5-8,11,24 The indications, appropriate timing, suitable candidates, and long-term outcomes for the arthroscopic treatment of the stiff and painful shoulder are presently being evaluated and defined. 1, 6, 7, 11, 15, 17, 18, 23, 24 In addition, arthroscopic intervention for a condition that is generally regarded as self limiting must be shown to have low morbidity and good pain relief and to provide an early return to full activities to justify the operative risk. 5,6,8 Before establishing a protocol for the refractory stiff and painful shoulder that involves an arthroscopic evaluation and capsular release, the safety of this procedure should be evaluated experimentally in a cadaveric model. The purpose of this study was to evaluate and define the anatomic proximity of several neurovascular structures in relation to the arthroscopically released joint capsule in a cadaveric model.
electrocautery, seven cadaveric shoulders underwent complete arthroscopic capsular release. The release was performed circumferentially, approximately 1 cm lateral to the glenoid rim. All shoulders were subsequently frozen and sectioned through the plane of the capsular release while the shoulder was maintained in the lateral arthroscopic position (45&deg; of abduction and 20&deg; of flexion). Anatomic dissection revealed an average distance from the capsular release to the axillary nerve of 7.04 mm (95% confidence interval, 5.62, 8.47) , to the posterior circumflex humeral artery of 8.2 mm (95% confidence interval, 6.41, 9.99), and to the brachial artery of 15.97 mm (95% confidence interval, 9 .85, 22.09). As the axillary nerve was followed medially from the released capsule, the inferior border of the subscapularis muscle became interposed between the capsule and the axillary nerve. This limited anatomic study shows (Table 1) . These average values were used to determine small-sample confidence intervals (CI) at the 95% level. All measurements and dissections were performed while the specimens were frozen and maintained in the simulated lateral arthroscopic position. The course of the axillary nerve was traced in every specimen (Fig. 2) . 
